BACKGROUND: Women veterans are generally less healthy than their nonveteran female counterparts or male veterans. Accumulating evidence suggests there may be barriers to women veterans' access to and use of Veterans Health Administration (VHA) care.
W omen veterans are less healthy than their nonveteran female counterparts and are in poorer emotional health relative to male veterans. [1] [2] [3] Moreover, women veterans report experiencing stressful and traumatic events at a higher rate than either nonveteran women or male veterans, 3, 4 and these exposures have well-established consequences for mental and physical health. [3] [4] [5] [6] Thus, access to high-quality health care is especially important for women veterans. Although historically serving primarily male veterans, women are a growing proportion of the patients seeking Veterans Health Administration (VHA) care. 1, 7, 8 The VHA offers a full continuum of comprehensive medical services, as well as a number of gender-specific services, to eligible women veterans. 7, 9, 10 However, accumulating evidence points to a number of problems with women veterans' access to and use of VHA health care. 8, 11, 12 In addition, there is some evidence that women underutilize VHA care relative to men. 7 This may be at least partially explained by the finding that women veterans perceive or experience a number of barriers to VHA care. 2, 8, 11, 13, 14 Although the literature upon which these findings are based is informative, the majority of studies of barriers to VHA care have been conducted on convenience samples and cannot speak to general trends within the broader population of women veterans. 2, [15] [16] [17] Thus, the primary goal of the current study was to document perceived and/or actual barriers to care in a nationally representative sample of women veterans who have accessed VHA care and examine associations between barriers to care and VHA use. Although specific guidelines have evolved over time, in general, veterans with service-connected disabilities are considered higher priority patients at the VHA. 18, 19 Whereas there is some evidence that service-connected disability status is a positive predictor of VHA use, 20 one might expect that women with service-connected disabilities would perceive more barriers to care and barriers to care might be a stronger predictor of VHA use for women with service-connected disabilities. 21, 22 Thus, a secondary goal of this study was to examine the extent to which barriers to care differ and differentially influence VHA use for women with and without service-connected disabilities.
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Historically, barriers to care have been categorized as either individual/personal or structural/institutional in nature. 20 Investigators who have examined individual/personal barriers to care have focused on characteristics such as socioeconomic status, gender, patient age, and disease status. 20 One study that examined a number of potential individual/ personal predictors found that women who were current VHA users were less likely to be ethnic minorities, had fewer children, had served more time in the military, had lower rates of insurance coverage, poorer health, more posttraumatic stress symptomatology, greater exposure to combat and assault, and were more likely to have a service-connected disability compared with former users. 23 Other investigators have considered structural/institutional factors that may serve as barriers to care, such as the availability of services, health care provider characteristics, and logistics of care. 20, 24, 25 Findings indicate that structural/institutional barriers can substantially influence use of services and subsequent clinical outcomes. 20, [24] [25] [26] A number of structural/ institutional barriers to care may be especially relevant for women veterans. One potential barrier relates to the perceived and/or actual availability of health care services, 20 particularly the availability of women-specific services. 3, 13 Access to care is not uniform across VHA facilities, with some facilities providing separate women's health clinics and some facilities integrating women's health care into the larger system. 4 Another potential barrier to VHA care may be a perceived lack of sensitivity or skill among VHA staff with respect to women's unique health care needs. Perhaps in part due to the fact that the VHA has historically provided care to men, some staff may not be optimally sensitive or knowledgeable regarding aspects of women's health care. 4, 12, 14, 27, 28 A final barrier that is likely to be salient for both women and men veterans relates to the ease of using VHA health care, both with regard to the logistical factors of receiving needed care, 20, 29 and the accessibility of VHA facilities and aspects of the physical environment. 11, 30 In summary, the primary goal of the present study was to document perceived and/or actual barriers to care in a nationally representative sample of women veterans who had accessed VHA care and examine associations between barriers to care and VHA use. A secondary goal was to examine the extent to which barriers to care and their associations with VHA use differ for women with and without service-connected disabilities. We benefited from having a large, nationally representative sample and sample design weights to facilitate generalization to the population of women veterans.
METHODS

Participants
The current sample represents a subset of a larger sample obtained from National Registry of Women Veterans (NRWV), a VA database that was developed to track all U.S. women veterans. The larger sample on which this study was based was selected using a stratified random sampling design. This design yielded 12 strata, consisting of 3 age groups representing preVietnam, Vietnam, and post-Vietnam cohorts (over 50, 35 to 49, and under 35 years), 2 racial groups (black and nonblack), and 3 user groups (current users within the previous 2 years, former users within 3 to 10 years, and nonusers). Smaller strata, such as African Americans in the less than 35-year age group, were oversampled to allow for sufficient data to make comparisons among strata.
Of an original pool of 5,030 potential participants for the larger study, 3,071 could not be contacted via telephone or correspondence, 269 were ineligible for participation (120 current active duty, 52 deceased, deaf, or health-prevented participation, 97 ineligible for other reasons such as language barrier or no military service), and 28 were excluded because they could not be categorized according to study strata. From the remaining pool (N =1,662), 89% agreed to participate (N =1,472). Because the purpose of the present study was to document barriers for women veterans who had used VHA care, we included only current and former users of VHA care (total N =942; 543 current users, 399 former users). For further details regarding the sampling procedure and sample, please contact the first author.
Procedure and Measures
Prior to survey administration, 5 focus groups composed according to user status, era of service, and age group were conducted to generate information that could be used to inform the measurement of barriers to care. A trained moderator facilitated the group discussion using a guide that probed for potential problems in obtaining VHA care. Focus groups were audiotaped and later transcribed. Barrier themes were identified from the transcripts and items were developed to address each of the themes.
Measures of barriers to care, VHA use, as well as a number of background characteristics, were then administered to women veterans via a computer-assisted telephone interviewing system. Data were collected in 1997 and interviews averaged approximately 45 minutes. All participants were assured confidentiality and informed that their participation would not affect the services they receive at the VHA. Materials and procedures were approved by the facility's institutional review board.
Background Characteristics and Health Status. Respondents reported on a number of background characteristics. Table 1 presents descriptive statistics on background characteristics. Participants reported their perceived health status on a general health item from the SF-36 Health Survey using a 5-point scale from ''excellent'' to ''poor.'' 31 Ratings of VHA Care Relative to other Health Care Facilities. Participants compared their experiences and impressions of aspects of VHA care with other facilities (e.g., hospital outpatient department, physician's office, or health care center run by a health management organization) where they had received health care. Barrier categories included availability of services (5 items), physicians' skill and sensitivity (6 items), logistics of care (8 items), and facility/physical environment characteristics (5 items). The mean scores were calculated for each of the 4 scales such that a high score indicated a more positive perception of the VHA facility in comparison with other facilities. Please see the top of Table 2 for example items, response scale, and internal consistency reliability estimates.
Ratings of Extent to which Barriers Influence Use of VHA Care. Participants provided judgments of the extent to which problems with a number of structural/institutional characteristics, including problems accessing women-specific/women sensitive care (6 items), problems with VHA physicians/staff (6 items), and problems with the ease of using VHA facilities (8 items), kept them from seeking VHA care. The mean scores were calculated for the 3 scales such that a high score indicated more barriers to the use of VHA care. Please see the bottom of Table 2 for example items, response scale, and internal consistency reliability estimates.
Weighting and Analyses. As noted earlier, several demographic groups (e.g., African Americans in the less than 35-year age group) were oversampled to allow for meaningful comparisons among subgroups. Sample design weights were used to adjust for this oversampling and permit the projection of results to the larger population. Although the weights for other publications from this larger data set were developed to match NRWV population distributions, 23, 32 sample design weights for this study were based on population value estimates from both the Bureau of Labor Statistics and the VA National Survey of Veterans to provide information that would be more broadly applicable to the larger population of women veterans. Weights were used to adjust responses of veterans so that the sum of the weights for cases in each group equaled the number of cases in the reference population. We also accounted for the stratified sampling design (i.e., 8 strata within this subsample of only current and former users) in our analyses. The application of sampling weights, combined with our recognition of stratification in the survey design, allowed for the computation of unbiased estimates and correct standard errors. For further details regarding the computation of weights for the current study, please contact the first author. The STATA software package was employed for all analyses. 33 We first computed means to document perceptions of VHA care in an absolute sense, examining group averages along various continua of health care quality. We then docu- 
Problems accessing women-specific care 0.78 (a) Have you ever had a problem in getting care because VHA doctors were not knowledgeable about women's health care needs? (b) Has it ever been a problem that you could not get care at a separate clinic for women at the VHA? (c) Has it ever been a problem that you could not get obstetric or child birth services at the VHA? Problems with VHA physicians/staff 0.68 (a) Have you ever had a problem in getting care because VHA doctors were not sensitive to women? (b) Have you ever had a problem in getting care because a VHA doctor was not courteous or respectful? (c) Has getting health care from residents and/or trainees (at the VHA) ever bothered you? Problems with ease of use 0.75 (a) Has the waiting time for a check-up at the VHA ever been a problem for you? (b) Has not being able to get in touch with VHA medical staff by telephone ever been a problem for you? (c) Have you ever had a problem with the VHA because the facility was not clean enough?
mented barriers to care separately for women with and without service-connected disabilities and applied t-tests to examine potential differences among these groups. We next used logistic regressions to examine the extent to which perceptions of care contributed unique variance in the prediction of VHA use above and beyond previously documented individual/personal factors. 23 We incorporated a term representing the interaction of perceptions of VHA care and service-connected disability status to examine the extent to which barriers to care differentially impact use for women with and without service-connected disabilities.
RESULTS
To document women veterans' perceptions of VHA care in an absolute sense, we examined where means fell on different barrier dimensions. Table 3 presents means, standard errors, and 95% confidence intervals for each of the barrier measures for the sample as a whole. As these findings indicate, women veterans generally reported that VHA care was about the same or slightly worse than the care offered at other facilities. Respondents reported that facility characteristics (e.g., hours, parking availability) were quite similar for VHA and non VHA health care facilities. Ratings were least positive with regard to the availability of services and logistics of care. With regard to the extent to which aspects of VHA care affect women veterans' likelihood to seek care, average scores generally fell between 1
(not at all) and 2 (slightly), suggesting only minimal effects on VHA use. Respondents reported that problems associated with ease of use were most likely to serve as a barrier to care and problems with physicians/staff were least likely to serve as a barrier to care. As the results in Table 4 indicate, there was only 1 significant difference in perceived barriers according to service-connected disability status. Specifically, women who had a service-connected disability reported a greater problem with the ease of using VHA health care facilities. To examine the extent to which perceptions of VHA care contribute to women veterans' actual use of VHA health care, we next conducted a series of logistic regressions in which we examined the unique contribution of barriers to care to VHA use. For each logistic regression, we entered previously documented background characteristics that contribute to VHA use (i.e., ethnicity, number of children, years of military service, insurance coverage, PTSD status, service-connected disability status, history of sexual assault, combat exposure, and health status 23 ), along with one of the ''perceptions of care relative to other facilities'' barrier categories. We also incorporated a term representing the interaction of service-connected disability status (dichotomized as a yes/no variable) and each of the key barrier constructs. As the results in Table 5 indicate, after accounting for previously documented background characteristics, positive perceptions of each of the 4 domains of VHA care (availability of services, physician sensitivity and skill, logistics of care, and facility/physical environment char- Ã Participants compared VHA care to other health care facilities using a 5-point Likert response format: À 2 = much worse, À 1 = somewhat worse, 0 = the same, 1 = somewhat better, and 2 = much better. Ã Participants compared VHA care to other health care facilities using a 5-point Likert response format: À 2 = much worse, À 1 = somewhat worse, 0 = the same, 1 = somewhat better, and 2 = much better.
w Participants ranked the degree to which categories of VHA care were a barrier to their use: 1 = not at all, 2 = slightly, 3 = moderately, and 4 = greatly.
z Italics indicate a significant difference, Po.05.
S22 JGIM Vogt et al., Barriers to VHA Care acteristics) maintained significant negative associations with VHA use in each of the separate regressions. In addition, the interaction between perceptions of the availability of services and service-connected disability status was significant, indicating that the availability of services was a stronger predictor of VHA use for women without service-connected disabilities. Finally, we conducted an overall logistic regression in which we entered significant background characteristics along with each of the 4 barrier categories to examine the unique contribution of specific barriers to VHA use. Favorable perceptions of the availability of services and facility/physical environment characteristics maintained their significant association with VHA use.
DISCUSSION
The primary goal of the present study was to document perceptions of VHA care in a nationally representative sample of women veterans who have used VHA services and examine the extent to which barriers to care contribute to VHA use. Although other researchers have examined barriers to care among women veterans, the majority of these studies have been based on convenience samples that are not nationally representative and can not speak to general trends within the broader population of women veterans. 2, [15] [16] [17] To our knowledge, the current study is the first to address barriers to care in a nationally representative sample. In general, the finding that women veterans generally perceive VHA care to be similar to the care provided at other facilities and that women with service-connected disabilities generally perceive no more barriers to VHA care than those without service-connected disabilities is encouraging. At the same time, results suggest several areas for improvement. Findings from our descriptive analyses of barriers to care indicate 2 areas that may deserve additional attention: the availability of needed services, including especially women-specific services, and factors related to the logistics of receiving care at the VHA, such as the waiting time to obtain care and issues relate to continuity of care. Problems with the ease of accessing VHA care was reported to be the most salient barrier to VHA use.
The importance of these barriers to care is underscored by the additional finding that each of our 4 barrier constructs contributed unique variance in VHA use above and beyond background characteristics known to differentiate current from former VHA users. When considered simultaneously, both availability of services and facility characteristics/physical environment maintained their significant associations with VHA use.
Although one of the major advantages of the current study was its ability to provide insight into the experiences of a nationally representative sample of women veterans, there may be sampling bias introduced by the self-selection of certain types of individuals into the study. For example, it is possible that women veterans who were less satisfied with their care might have been more inclined to participate in this study and thus, the results might somewhat overestimated barriers to care. Moreover, while we were able to gain insight into a number of important barriers, studies that can apply even more precise conceptualizations of barriers to care are needed. In particular, it will be useful to identify specific facets of barrier domains-for example, factors that contribute to greater or lesser ease of use-in future investigations.
The finding that women with service-connected disabilities perceived ease of use as a greater barrier points to another area for additional attention. This finding, coupled with results indicating that availability of services was a stronger predictor of VHA health care use for women without service-connected disabilities, suggests that barriers to care may differ for women with and without service-connected disabilities and highlights the need for additional exploration of barriers specific to particular subpopulations of women veterans (e.g., older and younger women, women with and without trauma histories). Especially useful will be research on how income is related to barriers to care given that women with lower incomes are considered higher priority patients within the VHA.
Overall, findings are consistent with the results of other studies of barriers to care, 11, 13 supporting the need for additional attention to structural/institutional barriers to women veterans' use of VHA services. These findings highlight areas in which VHA decisionmakers can intervene to enhance the care that is available to women veterans. For example, given that women with service-connected disabilities are considered a ''high priority'' patient population, VHA efforts might be directed toward reducing barriers to care that are particularly salient for this population. Efforts such as these can ultimately contribute to better health outcomes for women veterans.
Voices of Women Veterans (continued)
VETERAN IDENTITY "It was difficult because I was a single mom. I know my family and friends respect what I did. I will have great stories to tell my children and grandchildren. I feel very proud. You get thanked quite frequently from elders for protecting our country. Not a lot of women could do it. It was very easy to get accepted for VA benefits."
"It was wonderful! I was given amazing responsibility at 22; I was stationed in exciting and exotic places, worked with great, dedicated people of varied backgrounds. I was one of the first 50 women on sea duty, and was always treated with respect and professionalism, even by the sailors who had never seen a woman officer. I was given every job I asked for, including many collateral duties above and beyond my primary ones. We only had 4-6 women officers with a crew of 45 male officers, and 1,000 sailors. I could write a book on how being a veteran has affected my life. I have learned about working with all kinds of people, seeking and accepting responsibility, making decisions, and setting and attaining high goals. I often draw on my experiences in my current work, and I fondly reminisce of great duty stations and good friends. I will tell others about it, particularly if an experience has bearing on my current work. As my current organization grows, I find that much of my military organization and communication skills are very useful! I have learned to adapt to stressful situations and communicate with so many different people."
